A fourteen-year-old boy was admitted for three-week history of fever and nasal discharge, which persisted despite five days of antibiotics prescribed by general practitioner. After admission, he developed generalised tonic clonic convulsion for two minutes, with postictal drowsiness. Urgent computed tomography (CT) brain was performed. 
Discussion
Subdural empyema is a neurosurgical emergency which requires prompt treatment. Subdural empyema should be suspected if a febrile illness with neurological symptoms or signs such as depressed conscious level, meningism and/or convulsion follows a prodrome of paranasal sinusitis or mastoditis. Brain injury may result from thrombophlebitis and toxin-induced local effects secondary to subdural empyema. infarction may also result from arterial occlusion or spasm and thrombosis of cortical veins or venous sinuses. 1 Cerebritis and cerebral abscess formation may also develop as a complication of subdural empyema.
CT is a widely available and rapidly performed imaging technique that enables early identification of dural collections. Early diagnosis by CT has reduced the mortality of subdural empyema from 50% to less than 10%. 2 The subdural collection may be seen as a thin rim of fluid which is slightly hyperdense to CSF, overlying cerebral convexity or along the falx cerebri. 1 There may be swelling of the ipsilateral cerebral hemisphere with cortical thickening and hyperdensity due to venous stasis and hyperaemia; 3 white matter oedema is usually minimal.
2 These findings may be subtle and overlooked, with an apparently normal initial CT and diagnostic features showing up on follow up studies. 3 Evidence of underlying cause of infection such as sinusitis or trauma may also be demonstrated by CT.
Magnetic resonance imaging gives better tissue contrast and lesion characterisation than CT and therefore can better demonstrate the presence of subdural empyema and signs of its complications, including venous or arterial thrombosis, cerebral infarction 2 and cerebritis. DWI can demonstrate areas of restricted water diffusion, which may be present in cases of cerebral ischaemia, hyperacute haemorrhage, traumatic axonal injury, encephalitis, cerebritis and pyogenic brain abscess. 4 Cerebritis is the early manifestation of cerebral infection, and may progress to the formation of a brain abscess. 4 Cerebral infection leads to an area of coagulative necrosis with polymorphonuclear leukocytes infiltration, with surrounding parenchymal oedema and perivascular exudate. 5, 6 The infected area may be seen as an ill-defined area of T1 iso-or hypointensity, which is hyperintense on FLAIR, T2-weighted images. 4 Because of restricted diffusion, the area would also be hyperintense on DWI with corresponding hypointensity on apparent diffusion coefficient map. Restricted diffusion in cerebritis might be attributed to hypercellularity, brain ischemia, or cytotoxic oedema. 4 Sinusitis is a common clinical condition and can rarely be complicated by subdural empyema and cerebritis. Clinicians play an important role in detecting these complications. Early imaging and sensitive detection of subtle imaging abnormalities offer rapid diagnosis and facilitate early effective treatment.
